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Continuity of care would result in a better standard of care

A
s doctors working in a busy clinic
alongside colleagues, we often
encounter a number of patients

whom we have never met before. Within
the allocated time, we have to become
rapidly acquainted with the patient’s
previous history, develop a rapport and
move on to address the patient’s present
problems. The patient also has to quickly
come to trust an unfamiliar face on the
basis of their professional standing. One
cannot but feel that if patients saw the
same doctor at each clinic appointment, a
better standard of care would result,
along with a more satisfactory and
effective consultation for both patient
and doctor.

This sounds like common sense, and in
these circumstances it is always interest-
ing to know if there is an evidence base
for the self evident. Is continuity of care
important to professionals and to patients
and, most important, is it clinically
important? If it is, we should be making
sure that our services take this into
account.

EVIDENCE IN SUPPORT OF GOOD
CONTINUITY OF CARE
Within the literature there has indeed
been a focus on the importance of
continuity of care. A number of studies
have been carried out, principally in the
area of general practice. Key studies in
Norway showed that continuous care not
only increased patient satisfaction but
also allowed the doctor to accumulate
knowledge that saved time, influenced
their use of laboratory tests, allowed for
expectant management, and to a lesser
degree affected the use of medication.1 2

Patients were shown to value their
relationship with their doctor more and
felt they had more control over their
health.2 Patients were not only more
satisfied with the service, but the reduc-
tion in time and the more judicious use of
investigations all improved the efficiency
of the system. This was especially so in
consultations with children, the elderly,
patients with psychosocial problems and
those with chronic diseases.1

Studies of interest have also been
carried out in the United States as part
of an attempt to improve the health care

provided via the publicly aided Medicaid
system. One of the aims was to explore if
improved continuity could influence the
quality of clinical care. Evidence from a
randomised controlled trial suggests that
it does.3 This trial was carried out in an
outpatient population of elderly men and
showed that improved continuity of care
almost halved the number of emergency
admissions and shortened the length of
hospitalisation. The patients in the con-
tinuity group perceived that the providers
were more knowledgeable, thorough and
interested in patient education.3 Other
studies have demonstrated that there is a
direct positive effect on actual clinical
outcomes. For example, in a cohort of
adults with a diagnosis of type II diabetes,
patients with higher continuity scores
had better HbA1c values and more posi-
tive changes to their diets.4

There are fewer studies in children, but
improved continuity has been shown to
be associated with a better uptake of
routine health services such as immuni-
sation and preventative services.5 Like
adults, children with diabetes have been
shown to have better diabetic control
with fewer acute admissions for ketoaci-
dosis and a better uptake of screening
services such as retinal and endocrine
testing.6 Significantly fewer emergency
department visits are also seen in children
with improved continuity.7

One review article discusses the views
of general practitioners on continuity.8 It
suggests that the main costs for clinicians
when offering increased continuity are
personal commitment and high personal
availability. Doctors are caught between
the conflicting pressures of patient’s
expectations and society’s demands. To
be asked for personally by a patient is
more satisfying than seeing a succession
of patients who just want a doctor.
However, this needs to be balanced
against many doctors opting away from
a full-time job for life. Seeing the same
patients increases job satisfaction and
education but requires high personal
commitment. The article emphasises that
continuity is important to patients in
general practice, who give it as their third
priority after a doctor who listens and a
doctor who sorts out problems.

The evidence, therefore, indicates that
continuity is valuable and important to
doctors and patients. It not only enables
us to have an improved relationship with
our patients but also enables us to work
more effectively and, most importantly,
results in improved clinical outcomes. But
our health care system is very different
from Medicaid in the United States,
where most of this work has been carried
out to improve the health of individuals
from lower social classes and ethnic
minorities. Before we can assume that
this evidence is relevant on our side of the
Atlantic, we need to know whether we
have (dis)continuity of care to the same
extent here in the UK.

HOW MUCH CONTINUITY IS THERE
IN OUR PAEDIATRIC SERVICES?
Before this question can be answered, a
tool is needed to measure it. A number of
indices have been developed, such as the
Sequential Continuity Index (SECON)9

and the Usual Provider Continuity Index
(UPC).9 One of the most useful is the
Continuity of Care Index (COCI),9 which
reflects the distribution of clinic visits
between clinicians (see box 1). Values
range from a score of 1 (maximum
continuity) which is achieved when the
same doctor is seen at each clinic visit to 0
(minimum continuity) when a different
doctor is seen on each occasion. The COCI
has been used to assess care received by
children attending paediatric clinics in
Seattle, USA.7 Researchers found that the
mean COCI (SD) score for children seeing
attendings (consultants) was 0.4 (0.32)
and the score for residents (juniors) was
0.3 (0.32). Both are some distance from
ideal continuity of care.

We were curious to see how the care of
children in the UK compared and under-

BOX 1: The Continuity of Care
Index (COCI)

COCI reflects the distribution of clinic
visits between providers (ie clinicians).

Index of Continuity of Care (COCI)12

COCI = 
n(n_1)

S(nj)
2_n

s

n = total number of visits by patient
nj = number of visits to provider j
s = total number of providers
Values range from:
1 = maximum continuity (seeing the

same doctor at each clinic visit) to
0 = minimum continuity (never seeing

the same doctor)
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took a small survey10 11 of children attend-
ing outpatient clinics in the Leeds Teaching
Hospital NHS Trust, which is a tertiary
teaching centre. We chose six clinics that
reflected both acute and chronic condi-
tions, and reviewed the notes of 48
children who had attended on more than
four occasions. We were interested to find
that our figures were quite similar to those
in the Seattle study.7 The mean COCI
scores for the six clinics ranged from 0.13
to 0.41. Three of our patients had not seen
the same doctor on any occasion and
therefore had COCI scores of zero; 8.3%
of the children had never seen their named
consultant and only one patient had
perfect continuity. While these results
may not be typical of clinics elsewhere in
the UK, they probably do reflect the
difficulties of maintaining continuity
within the present structure of the NHS,
where changes in society and professional
developments are squeezing out traditional
continuity of care. Hopefully, continuity is
better in district hospitals where there may
be more staff employed on a permanent
basis, and less trainees working.

WHAT ARE PAEDIATRICIANS’ AND
PATIENTS’ VIEWS ON THE
IMPORTANCE OF CONTINUITY OF
CARE?
The literature indicates that continuity of
care is important, but how is it perceived
and valued by the principal players –
consultants, junior doctors and the
patients themselves? We have attempted
to explore this issue by surveying paedia-
tricians and patients attending paediatric
clinics in Yorkshire.10 11 All 109 paediatric
consultants were contacted, and a sur-
prising 92% responded to our postal
survey. This high response rate in itself
suggested that continuity of care is an
area of considerable interest. Ninety
(83%) ranked continuity as one of their
top three priorities when running an out-
patient clinic, a result that was greatly at
variance with the levels of continuity we
had found on notes review.

Patients and their families appear to
have similar views to consultants. We
asked a limited sample of parents and
adolescents to complete a questionnaire
while they were waiting to be seen in
clinics in the Leeds Teaching Hospitals
NHS Trust.10 11 All 19 were keen to take
part, and more than half reported that they
felt it was important to see the same doctor
at each appointment. They did not neces-
sarily want this to be the consultant, and
indeed, only five thought it was important
to see the consultant regularly. They
commented that continuity helps build
up trust and confidence in the doctor and
that they were likely to be provided with
more consistent advice. Continuity was

certainly important for the three adoles-
cents who all said they wanted to see the
same doctor at clinic appointments. This
may be of particular relevance given that
compliance can be such a difficult issue in
this age group. Their comments included:
’’So the doctor and the patient have a
bond’’, ’’trust him and he is nice’’ and
’’because they know me’’.

We went on to question junior doctors to
see how their view of continuity of care
compared with that of their senior collea-
gues. It seems that here there was a
difference. Once again the response rate
was high at 83%. However only 31 (49%) of
the 64 who responded ranked continuity in
their top three priorities for running a
paediatric clinic. It is interesting to speculate
why this may be so. We wonder whether
one reason may be that they are not exposed
to continuity in their training and so are not
learning the value of a successful long-term
doctor–patient relationship. This problem is
recognised in the United States and is being
addressed through the introduction of con-
tinuity clinics where patients are allocated
to each resident and seen throughout the
period of their training. This allows doctors
time to follow a patient over a number of
years and to experience the benefits of a
long-term relationship.

WHY IS CONTINUITY OF CARE SO
POOR?
The evidence suggests that improving
continuity brings benefits both in terms
of clinical outcomes and cost effectiveness.
Consultants and patients sense its impor-
tance and it could be argued that we
should aim for 100% continuity for our
patients. Yet it seems to occur in a very
limited way in practice. There are a number
of reasons why this may be so. Some
reasons are structural and others relate to
issues regarding training and the junior
doctor’s need for adequate exposure to a
variety of patients and their problems.

There is no doubt that continuity is
now being eroded by all the pressures on
junior doctors’ hours. The vast majority of
junior doctors within paediatrics are now
working a shift pattern, with time spent
on night shifts as well as time off to
recuperate. Their ability to attend a clinic
regularly is compromised and they are
not able to build up their own patient
load alongside their supervising consul-
tant. They are also being rotated through
different posts regularly and so there is
simply not the time to build up continuity
within the clinics they attend.

Another issue that affects continuity of
care occurs when consultants work
together in joint specialty clinics. Patients
may then be seen by anyone in the team
without consideration for continuity.
Clinicians probably argue that this allows

for more diverse input into a particular
case. Perhaps this needs to be better
balanced against the benefits that
increased personal continuity would pro-
vide. Input from other clinicians is impor-
tant, but this could be gained by discussion
of the case outside the clinic.

WHAT CAN WE DO TO IMPROVE
CONTINUITY OF CARE?
There are a number of ways that con-
tinuity of care could be improved.
Forward planning would help, particu-
larly around shift rotas and annual leave.
When there are several doctors involved
in a clinic, individual clinic lists can avoid
patients seeing a different member of the
team each time they visit. This means
making an effort to organise the lists,
rather than relying on a clinic clerk to
randomly allocate patients or doctors
simply picking up the notes of the next
patient who arrives in the clinic.

More efforts such as these can be made
to increase continuity, but in a teaching
hospital continuity is never going to be
perfect. We need to ensure that better
communication underpins the way we
work in the clinic. Setting aside time for
pre- or post-clinic meetings can help. This
allows for brief discussion of cases, which
may pre-empt problems and allow for
smoother and shorter appointments. In
the United States, residents are often
required to review and summarise patients’
notes in advance of a clinic so a plan is
made before the patient arrives. Less
precious clinic time is then spent reading
through notes, thus allowing better quality
time with the patient. While many con-
sultants hold meetings after the clinic to
ensure that the team knows what has
occurred during the appointment, patients
are generally unaware of this. It might help
to let patients know that this occurs. When
they see a doctor they have not met before,
they would then know that the consultant
would be aware of their progress and that
the doctor they are seeing knows their
previous history.
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BMJ Clinical Evidence—Call for contributors

BMJ Clinical Evidence is a continuously updated evidence-based journal available worldwide on
the internet which publishes commissioned systematic reviews. BMJ Clinical Evidence needs to
recruit new contributors. Contributors are healthcare professionals or epidemiologists with
experience in evidence-based medicine, with the ability to write in a concise and structured way
and relevant clinical expertise.

Areas for which we are currently seeking contributors:

N Secondary prevention of ischaemic cardiac events

N Acute myocardial infarction

N MRSA (treatment)

N Bacterial conjunctivitis
However, we are always looking for contributors, so do not let this list discourage you.

Being a contributor involves:

N Selecting from a validated, screened search (performed by in-house Information Specialists)
valid studies for inclusion.

N Documenting your decisions about which studies to include on an inclusion and exclusion form,
which we will publish.

N Writing the text to a highly structured template (about 1500–3000 words), using evidence from
the final studies chosen, within 8–10 weeks of receiving the literature search.

N Working with BMJ Clinical Evidence editors to ensure that the final text meets quality and style
standards.

N Updating the text every 12 months using any new, sound evidence that becomes available. The
BMJ Clinical Evidence in-house team will conduct the searches for contributors; your task is to
filter out high quality studies and incorporate them into the existing text.

N To expand the review to include a new question about once every 12 months.
In return, contributors will see their work published in a highly-rewarded peer-reviewed

international medical journal. They also receive a small honorarium for their efforts.
If you would like to become a contributor for BMJ Clinical Evidence or require more information

about what this involves please send your contact details and a copy of your CV, clearly stating the
clinical area you are interested in, to CECommissioning@bmjgroup.com.

Call for peer reviewers
BMJ Clinical Evidence also needs to recruit new peer reviewers specifically with an interest in the

clinical areas stated above, and also others related to general practice. Peer reviewers are
healthcare professionals or epidemiologists with experience in evidence-based medicine. As a
peer reviewer you would be asked for your views on the clinical relevance, validity and
accessibility of specific reviews within the journal, and their usefulness to the intended audience
(international generalists and healthcare professionals, possibly with limited statistical knowledge).
Reviews are usually 1500–3000 words in length and we would ask you to review between 2–5
systematic reviews per year. The peer review process takes place throughout the year, and our
turnaround time for each review is 10–14 days. In return peer reviewers receive free access to
BMJ Clinical Evidence for 3 months for each review.

If you are interested in becoming a peer reviewer for BMJ Clinical Evidence, please complete the
peer review questionnaire at www.clinicalevidence.com/ceweb/contribute/peerreviewer.jsp
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